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THE PROGNOSIS OF CORONARY OCCLUSION 
Part I 


The brief discussion that follows concerns the 
clinical ‘condition generally called acute coronary 
thrombosis with myocardial infarction. This entails 
not only the classical type of constricting pain in 
the chest or its occasional equivalents like weakness 
or dyspnea, but subsequent evidence of myocardial 
infarction such as fever, leucocytosis, increased sedi- 
mentation rate and electrocardiographic changes. 
Not all the above features need be present in every 
case but the complete review of the data should 
leave no doubt of the diagnosis. With these limita- 
tions it is obvious that prognostic statistics will 
depend on the care taken in eliciting the various 
diagnostic data. It will also depend on the source 
of the material studied. Cases seen in general hos- 
pitals and by consultants are naturally apt to be 
more serious than those seen at home and in general 
practice. Furthermore, these latter milder cases may 
not be readily recognized, as often the slight fever 
and leucocytosis or characteristic electrocardiograms 
are not looked for. The only data that have been 
available have come from cases studied in large 
hospitals or in consultation practice and therefore 
probably present a somewhat darker picture than 


would be found in the average population. 

Before considering coronary occlusion it may be 
well to touch upon the prognosis of angina pectoris 
which, except for rare instances, can be assumed to 
be synonymous with coronary sclerosis. Many 
studies of angina pectoris in the past have shown 
that the average life expectancy after the initial 
symptoms is about five years. The variations are 
very extreme and unpredictable. There are many 
cases where death probably occurs in the first at- 
tack, and others who carry on tolerably well for 
twenty-five years or more. Inasmuch as most cases 
of angina pectoris die as a result of or subsequent 
to a coronary occlusion and as most cases of coronary 
occlusion have had previous angina, it is to be ex- 
pected that the average life expectancy after an acute 
coronary occlusion will be less than five years and 
that great differences in the period of survival will 
exist just as occur in angina pectoris. The question 
remains whether there are any clinical means of pre- 
dicting in individual cases which will do well and 
which will do poorly. The prognostic considerations 
may be divided into two parts — those pertaining 
to the immediate and those to the ultimate outcome. 


IMMEDIATE PROGNOSIS 


In the early studies of coronary occlusion the 
immediate mortality was found to be about fifty 
per cent, but this figure has fallen considerably, 
mainly because at first only severe cases were diag- 
nosed and served as the basis of investigation and 
now many milder cases are recognized. In a recent 
review (1) of 208 consecutive cases in which it was 
judged that the patients were suffering from their 
first attack of coronary occlusion, the immediate 
_ mortality (within several weeks) was 33%. This 


figure might well be 20% or less if a true cross- 
section of the population could be analyzed. 
Electrocardiographic Considerations. It is of in- 
terest that only a slight difference in mortality was 
found between those with anterior (30%) and those 
with posterior infarction (86%). It did appear, how- 
ever, that in the group showing no significant elec- 
trocardiographic changes or only alternations such 
as low Q-R-S complexes, minor changes in the T 
waves or slight spreading of the Q-R-S complex, the 


IMPORTANT NOTICE 


The Eighteenth Scientific Meeting of the 7 ey Heart Association will be held at 
Hotel CHALFONTE-HADDON HALL, Atlantic City, N. J. The general cardiac program will be 
given on Friday, June 5, and the program of the Section for t the Study of the Peripheral 
Circulation on Saturday, June 6. — 

Admission to meeti: will be free to all 1942 paid-up members, upon presentation of 
their membership card. on 

To non-members, a registration fee of $2.00 will be charged. 


ox 
‘ 


prognosis was distinctly better. Out of eighteen such 
cases only one died. When any form of conduction 
defect was present, such as bundle branch or A-V 
block, the outlook was more grave (ten deaths out of 
16 cases). Q-R-S waves of low amplitude in itself did 
not make the immediate prognosis more serious. In 
fact the mortality of 54 such cases was only 22% 
in contrast to 35% for the remaining 150 cases not 
showing this electrocardiographic change. 

Sex. There was only a very slight difference in the 
mortality in the two sexes, i.e., females 35%, males 
31%. This might be accounted for by the fact that 
women are about four years older at the time of 
the attack and have considerably more hypertension. 
In other words, although women are much less likely 
to develop coronary artery disease and do so ata 
later age, when coronary occlusion does occur the 
immediate risk is just as great as in men. 

Age. Age had an important bearing on prognosis, 
for the young survived attacks better than the old. 
The average age for the entire group was 58.7 years 
(males—57.4 years, females—61.5 years). The aver- 
age age of those that died was 60.8 years as compared 
to 57.6 years for those that recovered. The greater 
immediate mortality amongst older people is also 
illustrated when consecutive decades are compared. 
In the fifth, sixth, seventh and eighth decades, the 
mortality figures were 25%, 25%, 36% and 50% 
respectively. The presence of preceding angina pec- 
toris appeared to make the immediate prognosis 
somewhat more favorable. This was true of the 
young as well as of the old. 

Blood Pressure. Hypertension was found to have 
a distinctly unfavorable effect, i.e., there was a 
mortality of 36% for those with hypertension and 
24% for those with a normal pressure. The prog- 
nosis was even more grave when there was previous 
hypertension and no history of angina pectoris. 

The fall in blood pressure that customarily occurs 
with acute coronary occlusion did not serve as a 
guide in prognosis, unless the pulse pressure became 
less than 20 mm. or the systolic level fell below 80 
mm. Then the outlook was distinctly more serious. 
The maintenance of a very low blood pressure for 
many hours was particularly hazardous. 

Pain. The severity, localization or radiation of 
pain did not have any appreciable influence on the 
prognosis, although in a small number of “painless” 
cases of acute coronary occlusion, the mortality 
seemed to be unusually high. Pain was somewhat 
less prominent in posterior than in anterior infarc- 
tions. 

The presence of dyspnea, however, had a decided 
effect on the outlook — the more severe the dyspnea, 
the worse the prognosis. Likewise, the presence and 
degree of cyanosis, protracted sweating, and shock 
all had an effect on the outcome. When these fea- 


tures were most prominent, the prognosis had to be 
most guarded. 

The physical findings in the heart may aid some- 
what in prognosis. The presence of gallop rhythm 
very faint heart sounds or pericardial friction all 
were accompanied by a mortality that was higher 
than the average. A pericardial friction rub signifies 
that the infarction has extended to the pericardium 
and for that reason must occur in cases with larger 
areas of involvement. This obviously would carry 
a graver prognosis. However, if cases with and with- 
out pericardial friction are compared, that otherwise 
are in about the same clinical condition, the prog- 
nosis will not be much different in the two groups. 

The mortality was found to vary directly with the 
degree of fever. This was particularly apparent when 
those having temperatures under 103° were com- 
pared with those ovey 103°. The immediate ywortality 
of the former was 4% and of the latter 48%. The 
same general trend held true for the presence of 
leucocytosis. The average mortality when the white 
blood count was under 15,000 was 16% and when 
over 15,000 it was 54%. 

The pulse rate served as a general guide to prog- 
nosis. The mortality figures progressively increased 
with the more rapid rates, from 7% for those with the 
heart rate between 80 and 99, to 52% with the rate 
over 120. On the whole, patients with posterior 
lesions had slower heart rates than those with an- 
terior lesions. 

There was a definite relationship between the 

degree of left ventricular failure (dyspnea and pul- 
monary rales) and the prognosis. The mortality 
steadily increased from 10% when it was entirely 
absent to 68% when it was most severe. Similarly 
right ventricular failure (engorged liver and peri- 
pheral edema), which was less common, also in- 
creased the gravity of the situation. Heart failure 
in general occurred more frequently in patients with 
hypertension than in those with normal blood pres- 
sure. 
The appearance of arrhythmias has an interesting 
bearing on prognosis. Simple extrasystoles were 
found to have no influence on the outcome. Auricular 
fibrillation which is almost always transient, also 
did not appreciably affect the prognosis. Ventricular 
tachycardia and heart block, however, had a de- 
cidedly unfavorable effect. The various forms of 
heart block generally lessened in degree as convales- 
cence progressed, and in most instances, where re- 
covery occurred, conduction returned to normal. 

The development of complications obviously had a 
deleterious effect on the prognosis. These include 
pulmonary infarctions, peripheral arterial emboli, 
cerebral accidents and psychoses. 

Samuel A. Levine, M.D. 
Boston, Mass. 
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